
of September 1, 2025.
This information is current as

and review of the literature.
Synovial cyst of the cervical spine: case report

S C Patel and W P Sanders

http://www.ajnr.org/content/9/3/602.citation
1988, 9 (3) 602-603AJNR Am J Neuroradiol 

http://www.ajnr.org/cgi/adclick/?ad=57979&adclick=true&url=https%3A%2F%2Fmrkt.us-marketing.fresenius-kabi.com%2Fajn1872x240_Sept2025
http://www.ajnr.org/content/9/3/602.citation


602 

Synovial Cyst of the Cervical Spine: Case Report and 
Review of the Literature 
Suresh C. Patel,1 William P. Sanders 

True synovial cysts of the spine are rare though they are 
included in the differential diagnosis of an extradural lesion in 
a patient with radicular pain or pain localized in the involved 
level of the spine. We present the second reported case of a 
synovial cyst of the cervical spine, and review the literature. 

Case Report 

A 42-year-old woman was in good health until 2 years before 
admission. when she began to have right-sided neck pain radiating 
to the right shoulder. This progressed in severity for 18 months. at 
which time she began having episodes of spontaneous torticollis 
accompanied by muscle spasms in her neck and right shoulder. In 
addition. she experienced infrequent episodes of tingling in her right 
arm. especially when her head was tumed to the left. against the 
spastic muscles. There were no complaints of motor problems in the 
extremities. and no history of trauma. 

On physical examination. the patient's head was turned to the 
right. with contraction of the sternocleidomastoid muscle and eleva­
tion of the right shoulder. The cranial nerves were intact. and there 
were no sensory or motor abnormalities. Laboratory studies were 
normal. including sedimentation rate. rheumatoid factor. and antinu­
clear antibody. Clinical diagnosis was neurogenic torticollis. 

Radiographs of the cervical spine revealed grade-I spondylolisthe­
sis of C4 on C5. with mild disk space narrowing. There was a 
hypertrophic spur seen on the posterior aspect of the superior 
end plate of C5. and slight irregularity of the superior aspect of the 
C5 facet (Fig. 1). Pleuridirectional tomography disclosed erosion of 
the inferior and superior facet margins on the right at C4-C5 (Figs. 2 
and 3). The margins were slightly irregular. with bone erosion. and 
were accompanied by mild eburnation of the joint surface. The joint 
space itself appeared widened. probably due to effusion. CT with 
first-generation scanners . both with and without contrast. again dem­
onstrated the facet erosion with no soft-tissue mass seen in the 
periarticular area. Myelography was not performed. 

At surgery. a soft-tissue mass was seen protruding between the 
laminae on the right at C4- C5. Partial laminectomy of the inferior 
aspect of the C4 lamina revealed a cystic mass in the region of the 
facet joint itself. causing widening of the jOint space. The mass was 
easily dissected free of the C5 nerve root. which had been com­
pressed by the cyst. Clear fluid was obtained from the cyst. 

Histologic examination revealed fibrous tissue walls with a lining 
of reactive synovial cells (Fig . 4). 
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Discussion 

True synovial cysts of the spine are rare. Our review of the 
literature revealed only 31 pathologically proved cases of 
synovial cyst in the spine. Pendelton et al. [1] cite 19 reported 
cases, all in the lumbar spine. The present report is only the 
second description of a synovial cyst in the cervical spine 
[2]. While their cause is unknown. these cysts are believed 
to develop as a result of degenerative joint disease or, less 
often. trauma [3] to the involved joint. It is worthwhile to note 
that 28 of the 29 reported lumbar cysts [1. 4-22] were at 
either the L4-LS or LS-S1 levels, which are well known to 
represent those segments with the greatest amount of mo­
bility and the most common sites for degenerative disease. 
In the cervical spine, C4-CS through C6-C7 are the sites 
with a predilection for degenerative disease. and our case, as 
well as that of Kao et al. [2], is compatible with this hypothesis. 
Synovial cysts are also known to occur in rheumatoid arthritis, 
with one case of a rheumatoid with a cyst in the lumbar spine 
[12]. The present case had no clinical or biochemical evidence 
of rheumatoid arthritis. 

Radiographically, the most common findings are nonspe­
cific. Degenerative changes with eburnation and hypertrophic 
spurring of the facet. occasional disk space narrowing. and 
mild spondylolisthesis were the abnormalities usually seen on 
plain radiographs. Myelography usually revealed an extradural 
mass not immediately adjacent to the disk space. Of some 
diagnostic importance is erosion and widening of the involved 
facet itself due to effusion and hypertrophic synovium. This 
finding is nicely demonstrated with plain tomography (Figs. 2 
and 3) as well as with CT [10-14]. Occasionally. calcium may 
be seen in the wall of the cyst, best shown by CT [10.13] . 

Radiographically , the differential diagnosis is usually be­
tween a herniated disk or an extradural cyst. The presence 
of erosive changes in the involved facet. the posterior location 
of the cyst, and only occasional coexistence of disk disease 
help to differentiate the synovial cyst from a herniated disk. 
Extradural tumors and arachnoid cysts usually result in thin­
ning of the pedicles and laminae. Other cysts of the spine. 
such as cystic neoplasm, parasitic cysts. and perineural cysts 
of Tarlov [23] . are extremely rare and are not associated with 
advanced degenerative disease of the facet jOints. 
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Fig. 1.-Lateral view of cervical spine dem­
onstrates grade-I spondylolisthesis of C4 on C5 
with small hypertrophic spur on superior end­
plate of C5. Note irregularity of superior aspect 
of C5 facet (arrows). 

Fig. 2.-Anteroposterior tomogram displays 
erosion of inferior aspect of lateral mass of C4 on 
the right (arrows). 

Fig. 3.-Lateral tomogram reveals marked 
erosion of superior facet of C5 (arrows) . Note 
widening of facet joint compared with other 
levels. 

Fig. 4.-Low-power photomicrograph displays fibrous wall (/ong arrows) 
with synovial cell lining (short arrows). 

In summary, the second reported case of a true synovial 
cyst of the cervical spine has been presented, along with a 
review of the literature and a discussion of the radiologic 
findings and a possible cause. 
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